Discussion
There is no doubt that developments have resulted in the need to train more and more auxiliary workers whose roles are diversified to such an extent that their efforts may, unless properly controlled and orientated, actually delay the recovery of the individual patient.
Each group tends to view its role in relation to rehabilitation in a narrow and circumscribed manner, adding technique to technique. An inevitable result is to prolong the time taken to train each individual group. This development impinges on the individual patient, where it is quite normal for a host of trained personnel to be involved. In 1970 I pointed out that in the case of a typical middle-aged male patient with right hemiplegia and executive dysphasia, at least twenty-three different people were concerned with him before he was discharged from hospital, and no fewer than forty medical and paramedical personnel would be involved in his rehabilitation till he became a candidate for training or resettlement. These figures make no allowance for essential supporting staff.
How can the patient be best served if forty different people, or at least eight different disciplines, are involved? How many of these disciplines tend to work along parallel lines, neither seeking nor with the opportunity to co-ordinate their efforts? What is the result, in practical terms, so far as the patient is concerned, of the plethora of treatment and advice? Does it reduce the total disability period to an absolute minimurn, or does it, by default, prolong it?
A tremendous gap exists between the facilities afforded to the patient by a properly organized medical rehabilitation centre and those afforded by the average general hospital. It is hard to believe that the establishment of the new district hospitals will significantly alter this problem, and indeed, there is every reason to expect that if these hospitals are built, each containing up to 1,000 beds, then the problem may become worse.
What is required urgently is a focal point which will draw the attention of all the many agencies concerned to the need for a co-ordinating effort to achieve the best possible results in the shortest possible time. In my opinion what is required is the establishment of medical rehabilitation centres in relation to each district general hospital. These centres would have their own identity within the curtilage of the hospital. They would provide rehabilitation, including assessment for selected patients, and the staff of the hospital would have no difficulty in maintaining an active interest in the progress of their patients. It would be desirable for the consultant in charge of such a centre also to be on the staff of the hospital or hospitals serving it and this would facilitate co-operation between the various people concerned.
The facilities of such a centre would enable the staff working there to function as efficiently as possible, and it would also allow those employed by local authorities or voluntary agencies involved in the problem to meet and agree a plan of action for each individual case. The centre would be available only to patients who required intensive full-time rehabilitation. Hospital accommodation could be provided for a small group of patients who could not be treated on a daily basis from their homes. The level of such accommodation would be closely related to the area concerned; in heavily populated areas the need would obviously be smaller than in rural or semirural areas. The value of such centres would become more apparent if the question of area health boards were decided and implemented, as they would be vital in establishing really effective liaison between the agencies concerned in each area (see Table 3 ).
I hope I have shown the impact of rehabilitation services on sickness absenteeism and highlighted the fact that such facilities are available in only a very small number of centres and hospitals in this country -indeed, they can be counted on the fingers of both hands. I hope also that this situation will not be allowed to continue for much longer. There are two systems of compensation for personal injurythe weekly payment during disability and the lump sum, once-for-all payment. The lump sum payment is the one of which I have experience.
Such a payment has one great advantage. It provides the injured man with a strong incentive to return to work, for once he has received the money he knows that there is no more to come, whereas the man who receives periodical payments has an interest in seeing that those payments continue.
The lump sum payment, however, has two great disadvantages. One is that a man may spend the compensation on riotous living, and then rely upon social security benefits. I am sorry to say that that happens more times than I care to say. But the second and more serious disadvantage is that the compensation must be based upon the risk of what is going to happen in the future. I can best explain that by citing the example of a man who has lost one eye, and there is a danger that the other eye may be affected, either through sympathetic infection or by another accident, so that he may go blind. The law will award him £3,000, which is about the tariff sum. A man who does not subsequently have sympathetic infection of the other eye thus receives a large sum in respect of a risk which never eventuates. A man who subsequently goes blind, on the other hand, recovers an entirely inadequate compensation for what he has in fact suffered as a result of his injury.
That, I suppose, is the greatest weakness of the present system, although it is very difficult to suggest another unless we are prepared to review awards from time to time, and that would be rather hard on the defendants who would have to pay the money in future.
Compensation is divided into special damages and general damages. Special damages are the out-of-pocket expenses and loss of wages. The second categorygeneral damages for pain and suffering and loss of future earning capacityis much the most important item in almost every case. Judges and others who have to assess compensation are human. Being human, I am sure they tend to award more general damages to a man who returns to work at the earliest possible moment than to a man who makes the most of his injuries. In presenting a claim for an injured man, understatement is much more efficacious than over-statement. A case which appears to have been blown up, with every possible disability emphasized, receives short shrift, whilst a man who returns to work as-soon as possible and bears his misfortune with fortitude is likely to receive more generous damages than the scrimshanker! Secondly, no reputable or competent solicitor would ever advise a man to stay away from work until his claim is settled; it does not pay him to do so. Before the claim is settled it is necessary to know whether a man will make a complete recovery. However, to return to work as soon as possible is the best way of testing whether or not that position has arisen. 'Functional overlay': We often find in reports which we receive mention by doctors who have examined the man that he is suffering from 'functional overlay'. I have attempted a definition of this phrase: I think it means that when the injured man says that he has a pain in his back he is telling the truth, although the pain is a product of his imagination and will in all probability disappear once the compensation is paid. I wrote that before I heard Dr Sommerville speak and perhaps it is wrong. However, I think that most people who assess for compensation, when they are told by both doctors that there is functional overlay, are apt to assume that it is an odds-on chance that the pain will disappear when the compensation is paid. Thus, the judge will begin by valuing the pain actually suffered (although it is imaginary), after which he will add a sum representing the risk that the pain will persist after the money has been paid over. It may well be today that judges and others awarding compensation underestimate that risk. Some Impressions of a Regional Medical Officer A large part of the Regional Medical Officer's time is spent in functioning as an independent Medical Referee, on the question of capacity for work in insured persons who are referred by the Social Security local offices. Dr Connelly has already described something of the work of this part of the Department, which covers insured persons who are claiming, or are in receipt of, ordinary sickness benefit, and claimants who are receiving or claiming industrial injury benefit. Persons are also referred by the Department of Employment and Productivity in connexion with the Disablement Register, or their suitability for particular courses of retraining. The Supplementary Benefits Commission refers persons who are in receipt of supplementary benefit, and particular cases of long-term unemployment. Cases
